Preoperative bronchoscopic findings of thyroid carcinoma with tracheal invasion were examined and compared with the histopathological findings. Tracheal sleeve resection was performed in 20 cases. The bronchoscopic findings were classified into 5 types:
INTRODUCTION
One of the most important prognostic factor in thyroid carcinoma is tracheal invasion. Although recently tracheal sleeve resection is frequently performed in cases of differentiated thyroid carcinoma with tracheal invasion, it is difficult to accurately evaluate the extent of tumor invasion in the tracheal wall and the longitudinal extent of tumor preoperatively. In order to evaluate the reliability of bronchofiberscopy in thyroid carci-noma with tracheal invasion, we compared the bronchoscopic findings with the pathological findings of resected specimens in cases of tracheal sleeve resection.
MATERIAL AND METHODS
The 20 cases of thyroid carcinoma with tracheal invasion resected at our institution from 1985 to 1994 in which preoperative bronchoscopy were entered into this study. Circumferential were resected in all cases. The resected tracheal specimens were examined histologically. One longitudinal and one circumferential specimen showing invasion was cut out of the trachea and hematoxilin-eosin-stained sections were prepared for microscopic examination. The grade of invasion within the tracheal wall and the longitudinal extent of invasion in the trachea was assessed microscopically in each specimen.
RESULTS
The bronchoscopic findings of the 20 cases were classified into 5 types (Fig. 1) . The Effectiveness of bronchofiberscopy for pre-and postoperative management of esophageal carcinoma has been reported. The bronchoscopic findings of esophageal carcinoma have been classified into 5 types, as follows: type I, tracheobronchial obstruction or stenosis due to the exposed tumor of esophageal carcinoma; type II, both protrusion of tracheobronchial wall due to the extrinsic esophageal tumor and abnormal findings of the mucosa; type IIIa, only protrusion of tracheobronchial wall due to the extrinsic esophageal tumor; type IIIb, only abnormal findings of mucosa; type IV, almost normal findings. These findings concerning tumor resectability in esophageal cancer with tracheal invasion have been reported [6, 7] . In thyroid carcinoma with tracheal invasion, many cases classified bronchoscopically type I or I! were found to be unresectable. [6, 7] , but in the present report, three cases of thyroid carcinoma (15 %) in which same bronchoscopie have tracheal invasion. The reason of this difference is thought to be related to the tumor invasion site (thyroid: in the cartilage, esophagus: in the membranous portion) and tumor character (thyroid: slow growth, esophagus: rapid growth).
The indications and methods of tracheal resection in cases of thyroid carcinoma with tracheal invasion must be carefully decided with consideration of the tumor extent, the degree of differentiation and molecular biological characteristic [3, [8] [9] [10] [11] . We perform circumferential sleeve resection of the trachea, followed by end-to-end anastomosis whenever feasible excepting in cases of anaplastic carcinoma in our institution. Circumferential sleeve resection of trachea is essential because once the carcinoma tissue has invaded the submucosal area, circumferential tracheal invasion occurs [8] . In the present report, results of bronchoscopic findings that mucosal change extends circumferentially in the tracheal lumen in many cases of type II and IV recommends Ozaki's report.
Previous reports indicate that although it is important to resect the carcinoma tissue completely and safely, it can be difficult to accurately evaluate the extent of invasion within the tracheal wall based on preoperative examination and intraoperative findings [1, 8, 12] . Bronchofiberscopic examination is evaluated comparatively for accurate diagnosis of extent of tracheal invasion without a specific type of tracheal mucosal invasion. In the present report, the number of invaded tracheal rings recognized pathologically was an average of 0.8 more rings (maximum 2 rings) than estimated by preoperative bronchoscopy. The present study demonstrated the necessity of resecting 2 more tracheal cartilage rings than is indicated by the bronchoscopic findings.
